INTRODUCTION
Though treatment seeking has been found to increase the rates of recovery from alcohol dependence (Trim et al., 2013) fewer than one in five seek treatment (Rehm et al., 2015a) . Alcohol dependence has one of the largest treatment gaps between the number of individuals affected and the number in treatment (Kohn et al., 2004) . Treatment seekers typically have a more severe form of dependence, often in combination with co-morbid disorders and a more unstable social situation, e.g. homelessness or unemployment (Kohn et al., 2004; Storbjork and Room, 2008) . In addition, individuals with moderate alcohol dependence compared to more severe forms of dependence tend to have less psychiatric co-morbidities, a more stable social situation and more rarely seek treatment.
Several treatments have shown efficacy in reducing alcohol consumption for individuals with dependence. In the EU, estimates show that 12,000 lives could annually be saved by treating two out of five alcohol dependent individuals, rather than today's one in five (Rehm et al., 2013) . Thus, there is a need for the treatment services to reach and treat a larger proportion of individuals with excessive alcohol consumption.
An important barrier to seek treatment is the stigma surrounding alcohol dependence and treatment seeking (Wallhed Finn et al., 2014; Probst et al., 2015) . One possible way of reducing the stigma is to offer treatment for alcohol dependence in primary care. Studies indicate that individuals with alcohol dependence are positive to seeking treatment in primary care (Lieberman et al., 2014; Wallhed Finn et al., 2014) . In addition, a large proportion of individuals with alcohol dependence are already in primary care treatment for other conditions (Rehm et al., 2015a) .
Research on interventions for alcohol problems in primary care have mainly focused on Screening, Brief Interventions and Referral to Treatment, also known as SBIRT (O'Donnell et al., 2014) . However, there is a lack of evidence that screening and brief interventions lead to a higher rate of treatment utilization in specialist care among problem drinkers, independent of problem severity (Glass et al., 2015) . Most treatment studies in primary care have included individuals with hazardous or harmful consumption but alcohol dependent patients have been studied to a lesser extent.
A British study found no difference in reduction of alcohol consumption for patients with alcohol dependence treated by general practitioners compared to specialist treatment (Drummond et al., 1990) . However, the general practitioners received continuous support from the specialists during the course of treatments. There was also a significant cross over between the treatment arms. A stepped care intervention delivered via telephone has been shown to reduce alcohol consumption among at-risk drinkers in primary care (Bischof et al., 2008) . However, no effects were found among individuals with alcohol dependence. Longitudinal care with Chronic Care Management in primary care, targeting individuals with severe dependence, has shown mixed results compared to treatment as usual in primary care (Willenbring and Olson, 1999; Saitz et al., 2013; Upshur et al., 2015) . A recent study has shown that care based on similar principles increased treatment utilization and abstinence among individuals with opioid and alcohol dependence (Watkins et al., 2017) .
Two studies have investigated treatment with naltrexone combined with behavioural interventions in primary care compared to specialist care (O'Malley et al., 2003; Oslin et al., 2013) . In both studies, the behavioural interventions were delivered by generalists without specialist training in treatment for alcohol dependence, and the caregivers were regularly supervised. O'Malley et al. (2003) found an advantage for specialist care on percentage of days abstinent, but no differences on secondary drinking outcomes. Oslin et al. (2013) found treatment in primary care more effective in reducing heavy drinking days (HDD) compared to specialist care. Moreover, retention to treatment was significantly higher in primary care.
Three studies have evaluated the effects of pharmacological treatment in primary care delivered by generalists without specialist training. Kiritze-Topor et al. (2004) showed that adding acamprosate to treatment as usual, resulted in a longer duration of abstinence. However, a study from North Carolina and Wisconsin showed no significant effects of acamprosate compared to placebo, when delivered concomitant to five sessions of brief intervention (Berger et al., 2013) . As-needed nalmefene, together with a minimal psychosocial intervention, was found to reduce the number of HDD compared to placebo (Karhuvaara et al., 2007) .
Thus, there is preliminary evidence for successful treatment of alcohol dependence by generalists in primary care. However, as time constraints are an important issue in primary care, one important challenge is to develop brief and effective treatment models that are feasible to implement. Also, in regular clinical practice, access to supervision from specialists is scarce, emphasizing the need of evaluating interventions delivered by generalists without supervision. As stand-alone interventions, brief interventions have been shown to reduce alcohol consumption among hazardous drinkers, but not individuals with alcohol dependence (Saitz, 2010) .
We have developed a manual for treatment of hazardous drinking and alcohol dependence in primary care, the 15-method. The manual starts with a brief intervention and, if needed, the patient proceeds to interventions that are more extensive with the possibility of receiving pharmacological and brief psychological treatment (Riddargatan 1, 2012) . The model consists of three steps: (1) identification of problem drinking and brief advice (Alvarez-Bueno et al., 2015) ; (2) assessment, with a 30-min feedback session (Chick et al., 1988; Miller et al., 1988) ; and (3) four sessions based on CBT and motivational interviewing (Sobell and Sobell, 1993; Andreasson et al., 2002) . Each session contains a theme to facilitate behaviour change: goal setting, self-monitoring of alcohol consumption, identifying risk situations and problem solving. These sessions can be combined with pharmacological treatment; acamprosate, disulfiram, nalmefene or naltrexone. The name, 'the 15-method' refers to the length of sessions, 15 min, and that the final two steps of the intervention target patients who score >15 points on the AUDIT (Babor et al., 2001) . Shared decision-making guides the type of treatment, treatment goal and intensity of treatment provided. We have found no study of brief treatment, integrated with the choice of the full range of available pharmacological treatment delivered in primary care, adapted to the context and time constraints of primary care. Furthermore, to our knowledge there are no studies of treatment for alcohol dependence delivered by general practitioners without access to continuous support and supervision from specialists.
Objectives
The overall objective of the present study was to investigate if treatment for alcohol dependence in primary care was as effective as standard treatment delivered in specialist care. We will present results from a qualitative study, where practitioners and managers at the primary health care centres involved in this study were interviewed, in a separate publication.
Hypothesis
Treatment for alcohol dependence in primary care with the 15-method was non-inferior to specialist care.
METHODS
The study was approved by the regional ethics board in Stockholm, 2012 Stockholm, -11-07, ref: 2012 Stockholm, /1760 -31/1.
Trial design
Randomized controlled non-inferiority trial, between groups parallel design 1:1 allocation ratio.
Participants
Participants were recruited via advertisement in newspapers, leaflets at the primary care study sites or direct question at a primary care consultation. After an initial telephone screening with a research nurse, eligible individuals, who preliminarily fulfilled the ICD-10 criteria for alcohol dependence, were scheduled for an assessment at the research unit. At the face-to-face assessment, a more detailed assessment of the ICD-10 criteria was conducted. Standardized protocols for both the telephone and the face-to-face assessments were used. The research nurse was trained by the third author in conducting the assessment protocol. The inclusion criteria were as follows: alcohol dependence according to ICD-10; ≥18 years old and living within Stockholm county. The exclusion criteria were as follows: need of continuous support from the social services (homeless, financial support); previous severe withdrawal symptoms (seizures, hallucinations, delirium); misuse or dependence of narcotics or prescription drugs (ICD-10); severe somatic or psychiatric condition; or not able to understand Swedish.
Interventions

Primary care
The manual was adapted from the 15-method (Riddargatan 1, 2012), which is a model for treatment of hazardous drinking and alcohol dependence in primary care. For this study, where participants were mainly recruited by advertisement, and had already completed intake assessment as a part of study procedures, the first step of the manual was redundant. Shared decision-making between the patient and physician guided whether participants received step 3 and which type of treatment (psychological, pharmacological or a combination), and also the treatment goal; abstinence or controlled drinking. The treatment according to the manual consisted of a maximum of five sessions or 90 min over 24 weeks.
Specialist treatment
Participants randomized to specialist treatment, first received feedback of the baseline assessment, delivered by a physician. Participants were then offered pharmacological and/or psychological treatment, and shared decision-making also guided the choice of treatment. The pharmacological treatments were identical to the ones in primary care regarding substances and dosage, however, with 30 min per visit. The manual based psychological treatments were either motivational enhancement treatment (four sessions) (Sellman et al., 2001) , guided self-change (four sessions) (Sobell and Sobell, 1993) , relapse prevention (six to eight sessions) (Magill and Ray, 2009 ), behavioural self-control training (four to five sessions) (Walters, 2000) or 12-step treatment (12 sessions) (Project MATCH, 1997) . Each session in the psychological treatments lasted 45 min.
All staff in both condition indicated the grade of fidelity to the treatment manuals by self-report at the end of each session.
Settings
The interventions in primary care were delivered by the regular general practitioners, who received an eight hour training in the 15-method. The training consisted of lectures on the manual, combined with skills training including role-play of cases. In total, 29 general practitioners at 12 different primary care centres delivered the treatment. Specialist care was delivered by the clinical staff at Riddargatan 1, an alcohol treatment clinic within the Stockholm Centre for Dependence Disorders. The specialist care was delivered by physicians, nurses, social workers, psychotherapists, psychologists and a 12-step therapist, in total 16 different staff members all with at least several years' experience in treating alcohol dependence.
Outcomes
The primary outcome was change in weekly alcohol consumption measured in grams of alcohol before inclusion compared to 6 months after start of treatment.
The secondary outcomes were: HDD (women > 3/men > 4 standard units of 12 g of alcohol) per month; severity of dependence; consequences of drinking; symptoms of anxiety and depression; health related quality of life; satisfaction with treatment and biomarkers. An independent research nurse performed baseline and 6-month follow-up measures with the participants.
Measurements
Questionnaires Time Line Follow Back 30 days (Sobell and Sobell, 1996) was used to assess weekly alcohol consumption and HDD. Severity of alcohol dependence was assessed with Alcohol Use Disorders Identification Test (AUDIT) (Babor et al., 2001) ; the ICD-10 criteria for alcohol dependence (The World Health Organization, 1992) and Short Alcohol Dependence Data Questionnaire (SADD) (Raistrick and Davidson, 1983) . As AUDIT and the ICD-10 criteria assess the last 12 months, these questionnaires were re-worded for the 6-month follow up to only cover the last 6 months. The Short Index of Problems (SIP) assessed consequences of drinking (Miller et al., 1995) . Symptoms of anxiety and depression were assessed with Hospital Anxiety and Depression Scale (HADS) (Zigmond and Snaith, 1983) . The EQ 5D-5L questionnaire measured health related quality of life (Herdman et al., 2011) . Satisfaction with treatment was assessed with Client Satisfaction Questionnaire (CSQ) (Larsen et al., 1979) . Readiness to change was assessed with a visual analogue scale (range: 0-100), in which importance and confidence to reach your goal [regarding alcohol] were rated. Participants indicated whether they completed the treatment they were randomized to.
Biomarkers
Blood was analysed for levels of carbohydrate-deficient transferrin (CDT); gamma-glutamyl transferase (GGT); aspartate amino transferase (AST) and alanine amino transferase (ALT).
Non-inferiority limits
On the pre-specified primary outcome (difference in weekly alcohol consumption at baseline compared to 6 months following start of treatment), the non-inferiority limit was set to 50 g of alcohol per week. This limit was derived from previous research in our group (Andreasson et al., 2002) . In this study, socially well-adjusted heavy drinkers, with moderate levels of dependence severity, received either four sessions of guided self-change or one session of advice. A difference in alcohol consumption of 50 g, or approximately four standard drinks, between groups, was deemed clinically nonsignificant in this heavy drinking population.
Sample size
Sample size was calculated for the primary outcome. With a noninferiority limit set at 50 g of alcohol per week, assuming a standard deviation of 140 g, based on Andreasson et al., 2002 , and a difference between groups of 0, a total of 250 patients were necessary to accomplish 80% power to confirm non-inferiority at a 95% confidence level. Assuming a dropout rate of around 20%, the aim was to include 300 participants.
Randomization
Participants who gave informed consent and completed intake measures were randomized to treatment either at primary care or specialist care. The allocation sequence was generated by the first author, using a computer program (Excel 2010). The sequence was in blocks of eight, and stored with restricted access only by administrative staff not involved in the study. Participants randomized to primary care chose the primary care centre that was geographically most convenient for them.
Blinding
Neither participants, nor researchers, nor treatment staffs were blinded to the allocations. The study design as a non-inferiority study was known among participants, care providers and outcome assessors.
Statistical methods
The primary analysis was based on the intention-to-treat (ITT) data set, using data from all available cases as randomized, i.e. all participants who completed follow-up measures at 6 months regardless of protocol adherence.
The analysis of the primary outcome was performed using an analysis of covariance (ANCOVA) with the consumption at 6 months as the dependent variable, group as a factor variable, adjusting for baseline consumption. The same statistical model was used for analyses of secondary outcomes. Factors related to the primary outcome was analysed with a regression model. Additional analyses used t-tests and chi-square tests. All analyses used two-sided tests and a significance level of P < 0.05. In-group effect sizes were calculated with Cohen's d.
Two sensitivity analyses were performed on the primary outcome. In the first, the ITT data set was used with multiple imputation by predictive mean matching (Witkiewitz et al., 2014) . The second analysis was based on a per protocol (PP) principle, where participants with at least one treatment visit, no concurrent treatment for alcohol dependence during the follow up period and who completed the follow-up measures were included.
All statistical analyses were conducted with R, Version 3.1.0.
RESULTS
Participant flow
The CONSORT flow chart is shown in Fig. 1 . Participants were enroled between October 2013 and March 2015. Due to time constraint, data collection ceased when 288 of the targeted 300 participants had been included. One participant was excluded after randomization to primary care but before first visit due to high liver enzymes. The 6-month follow-up period lasted between May 2014 and January 2016. Table 1 shows demographic and clinical characteristics of each group.
Length and type of treatment Participants in primary care (n = 144) had on average fewer number of visits compared to specialist care (n = 144), 2.9 (SD = 1.5; range: 0-6) vs 4.7 (SD = 2.8; range: 0-14), (t = 6.913, P < 0.001). On average, participants in primary care (n = 141; missing data n = 3) also received shorter treatment in minutes; 74 (SD = 46; range: 0-195), compared to 187 (SD = 129; range: 0-685) in specialist care (n = 144), (t = 9.88, P = 0.000).
In both treatment arms, a combination of pharmacological and psychological treatment was most common. In total, 76 participants in primary care and 62 participants in specialist care received this combination. The number of participants receiving only pharmacological treatment in primary care and in specialist care were 17 and 25, respectively. In general, there were no differences in which type of treatment patients received in the two treatment arms with two exceptions. Firstly, a larger number of patients in specialist care compared to primary care received only psychological treatment, (χ 2 = 4.5, df = 1, P = 0.034). Secondly, a larger number of patients in specialist care compared to primary care received Antabuse (n = 28 respectively n = 12, χ 2 = 9.4, df = 1, P = 0.002).
Fidelity
In primary care, the general practitioners reported they fully followed the manual in 89.6 % (n = 120) of the first visits, partially in 6.7% (n = 9) and for 3.7 % (n = 5) data were missing. For the psychological treatment in primary care, 93.6% (n = 192) of the visits were rated as fully followed the manual, and 6.3% (n = 13) as partially.
Primary outcome
The ITT analysis, with available cases, showed that patients treated in primary care (n = 109) reduced their average weekly alcohol consumption from 367 to 224 g at 6 months follow up. The corresponding decrease in specialist care (n = 119) was from 343 to 182 g. Controlling for baseline consumption, the results on the prespecified non-inferiority limit of 50 g for weekly alcohol consumption at 6-month follow up, is statistically inconclusive. This is due to the high end of the confidence interval exceeds 50 g (estimated mean weekly alcohol consumption was 30 g higher in primary care compared to specialist care, 95% CI: −10.20; 69.72). However, treatment in specialist care was not significantly superior to primary care (P = 0.146).
Effect sizes
For the primary outcome, the effect size based on available cases, in primary care was 0.66 and for specialist care 0.74.
Sensitivity analysis
Sensitivity analyses were performed in order to test the robustness of the results. The first analysis, ITT with multiple imputation by predictive mean matching, showed that patients treated in primary care
(n = 144) had an estimated mean weekly alcohol consumption that was 27 g higher compared to patients treated in specialist care (n = 144) (95% CI: −10.90; 65.69, P = 0.159). The PP analysis showed that patients treated in primary care (n = 103) had an estimated mean weekly consumption that was 32 g higher compared to patients treated specialist care (n = 115) (95% CI: −7.21; 70.85), P = 0.110). The results were consistent with the ITT analysis, and are statistically inconclusive, since the confidence intervals exceed 50 g. Table 2 shows the pre-specified primary and secondary outcome measures at baseline and at 6 months follow-up for available cases. The results from the secondary outcomes follow the same pattern as the primary outcome, with no statistically significant differences between the groups. The only exception was client satisfaction, with significant differences in CSQ scores, where patients treated in specialist care were more satisfied with the treatment (t = 5.9, P < 0.001).
Primary and secondary outcomes
Predictors for treatment outcome
Additional analyses were performed for available cases, investigating whether length of treatment and compliance with treatment affected the primary outcome. As these are results from sub-analyses, caution is warranted in the interpretations.
In both treatment conditions a higher number of visits predicted lower weekly alcohol consumption at 6 months (n = 228, −12.69, 95% CI: −21.76; −3.63, P = 0.006). However, length of treatment measured in minutes did not predict the primary outcome (n = 228, −0.16, 95% CI: −0.37; 0.06 P = 0.146). When number of visits were controlled for, the results confirm that primary care was noninferior to specialist care (n = 228, 4.73, 95% CI: −38.71; 48.18, P = 0.830). Non-inferiority was also confirmed for participants who self rated that they had completed the treatment they were randomized to (n = 144, −5.43, 95% CI: −42.28; 31.42, P = 0.771).
Analyses were also performed to investigate whether participants' gender, age, severity of dependence, level of anxiety or Fig. 2 . Sub-analyses of predictors for differences in primary outcome in primary care compared to specialist treatment. ITT data set with available cases. The value on the coefficient indicates the estimated mean difference between primary care and specialist care.
depression and readiness to change, affected the primary outcome weekly alcohol consumption (grams of alcohol) in primary care compared to specialist care (Fig. 2) .
Participants with AUDIT scores indicative of a low severity of dependence (<20), showed a significantly larger reduction of weekly alcohol consumption in primary care compared to specialist care. Women and participants with low severity of dependence irrespective of gender, measured with SADD, showed non-inferior outcomes in primary care compared with specialist care, as the high ends of the confidence intervals were below 50 g of alcohol. On the other hand, patients with a high severity of alcohol dependence, measured with AUDIT or SADD, or high levels of depression showed a significantly larger reduction in alcohol consumption when treated in specialist care. There was no difference in treatment outcome in primary care compared to specialist care for younger participants, compared to middle aged or older.
Regarding readiness to change, a higher rating of confidence predicted a lower weekly alcohol consumption at 6 months (n = 219, −1.38, 95% CI: −2.40; −0.37, P = 0.007). Importance did not predict alcohol consumption at 6 months (n = 220, −0.75, 95% CI: −2.80; 1.30, P = 0.474). The readiness to change measures did not alter the estimate for the difference between primary care and specialist care on the primary outcome measure (n = 219, 27.63, 95% CI: −12.94; 68.19, P = 0.181)
Lost to follow up
The follow-up rate was 81% overall. In the primary care condition 24% (n = 34) were lost to follow up and 15% (n = 22) in specialist care. However, this is not statistically significant (χ 2 = 1.705, df = 1, P = 0.19). Participants randomized to primary care who were lost to follow up had significantly lower weekly alcohol consumption at baseline compared to those who completed followed up (mean 269 respectively 367, t = 2.49, P = 0.014). They also had a lower consumption compared to participants lost to follow up after specialist care (mean 377, t = 2.25, P = 0.028). In both treatment conditions, participants lost to follow up were younger (age mean 50 respectively 56, t = 4.00, P = 0.000), had higher levels of depression at baseline (HADS depression mean 6.1 respectively 4.8, t = 3.42, P = 0.001), and higher levels of anxiety at baseline (HADS anxiety mean 9.0 respectively 7.1, t = 3.00, P = 0.003), compared to those who completed followed up.
Side effects
At follow up, seven participants from primary care and six from specialist care, reported side effects from the pharmacological treatment (one could report more than one side effect): nausea (n = 4); diarrhoea (n = 2); anxiety (n = 2); thrombocytopenia (n = 1); perspirations (n = 1); shaky (n = 1); stomach pain (n = 1); sleeping difficulties (n = 1); tiredness (n = 1); and vertigo (n = 1). Six participants did not specify which type of side effects. One patient, who was randomized to primary care, died during the study period (cause unknown).
DISCUSSION
Overall findings
The aim of this study was to evaluate if treatment of alcohol dependence in primary care, delivered by general practitioners, is equally effective as treatment by specialists in reducing alcohol consumption. The results for the primary outcome were statistically inconclusive, where we cannot conclude that primary care treatment is non-inferior to specialist care. On the other hand, treatment in specialist care was not found to be superior to treatment in primary care. Only on satisfaction with treatment, was specialist care superior to primary care. However, the results from sub-analysis are very informative. Primary care treatment was non-inferior to specialist care among participants who reported that they completed the treatment. The general practitioners only received 1 day of training, and no further supervision during the trial. It is possible that more training or regular supervision could have improved the general practitioners' skills, and thereby improved retention to treatment for the participants.
This study also illustrates the role of severity of dependence for treatment outcome in different settings. Sub-analyses showed that individuals with alcohol dependence of low severity reduced their consumption to the same extent in primary care as in specialist care. In contrast, individuals with alcohol dependence of high severity showed better outcomes after specialist treatment. Also, patients with higher level of depression showed better treatment outcomes in specialist care.
Previous studies of treatment in primary care have shown varied results (Oslin et al., 2013; O'Malley et al., 2003; Drummond et al., 1990) . The manual in this study is briefer compared to other manuals for treatment of alcohol dependence in primary care. In O' Malley et al. (2003) the primary care treatment was an initial 45-min visit followed by seven 15-20 min sessions. While in Oslin et al. (2013) the primary care treatment covered on average ten 30 min visits. As number of visits contributed significantly to the outcome, it is possible the 15-method was too brief to facilitate change among individuals with more severe dependence and higher levels of depression. On the other hand, it appeared sufficient for the larger group with moderate levels of dependence. This suggests that the more severe group should be offered additional treatment or be referred to specialized care.
This study included individuals with alcohol dependence who traditionally have been reluctant to seek treatment. Participants showed lower weekly alcohol consumption, fewer psychiatric co-morbidities, higher education and higher rates of co-habiting compared to previous studies on treatment of alcohol dependence in primary care (Oslin et al., 2013; Coste et al., 2016) . At baseline, the weekly alcohol consumption in this sample corresponded to the level found among primary care patients with alcohol dependence who are not treatment seekers for alcohol problems (Rehm et al., 2015b) . This is possibly because the main recruitment method was through advertisements, which is known to attract individuals with lower problem severity compared to clinical samples (Morley et al., 2009) .
While the majority of participants were still drinking at hazardous levels at 6 months follow-up, they had reduced their consumption substantially. From a public health perspective, it needs to be stressed that heavy drinking is a strong risk factor for mortality, and that any decrease in consumption is associated with a reduced risk for mortality (Laramee et al., 2015) .
Limitations
This study reports outcomes of primary care treatment for identified alcohol dependent patients. A major challenge in primary care however, is the identification of alcohol problems, which is the first step of the 15-method, but not part of this study. As long as practitioners are unable to identify patients with alcohol problems, having access to effective treatment will only reach individuals who are concerned about their drinking and actively seek primary care treatment.
A limitation in the study design lies in the choice of the comparison treatment. The specialized addiction unit was recently developed to be an attractive alternative to treatment as usual in specialized addiction care, for the same segment of the dependence population as the sample of this study. This may have improved the retention to treatment and thereby the outcomes in the specialist treatment condition, compared to if the participants had been randomized to regular specialist care.
In order to keep the study as naturalistic as possible, the data collected on treatment fidelity were only self-reported. However, this is also a limitation to the study, as there are no objective ratings of fidelity to the manual.
As the participants were alcohol dependent, and consumed alcohol at harmful levels, the design did not, due to ethical reasons, include a no-treatment control. Even though natural recovery is common among individuals with alcohol dependence, seeking treatment improves the rate of recovery, independent of severity of dependence (Dawson et al., 2006) . In Dawson et al. (2006) , 45.7% of treatment seekers recovered, while the corresponding numbers for non-treatment seekers were 32.5%. It is therefore important to reach people with alcohol dependence with treatments that they find attractive and are willing to seek.
Lastly, nearly 20% of the participants were lost to follow up. This level of drop out is correspondent to previous studies, for example UKATT (UKATT, 2005) , but nevertheless constitutes an impediment to the conclusions.
Generalizability
The general practitioners who delivered the interventions were ordinary clinicians, who received 1-day training in the method. The generalizability to clinical settings is therefore very good. The participants had lower severity of problems compared to other studies. From an epidemiological perspective, this represents the majority of individuals with alcohol dependence (Andreasson et al., 2013) . However, as the participants' actively sought treatment by responding to an advertisement, and showed high scores on readiness to change, the results may not be generalized to proactively recruited individuals.
Interpretation
Primary care practitioners can, compared to addiction specialists, successfully treat individuals with a low to moderate severity of alcohol dependence. The 15-method, may be a way to broaden the base of treatment for alcohol dependence, reducing the treatment gap in this field. By offering services in primary care, it is possible to reach a larger share of all individuals with alcohol dependence. This is especially important in jurisdictions with little or no specialized addiction treatment.
